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Background:
1 Dilated cardiomyopathy (DCM) is the second most common aetiology of heart failure 2 in the general population(1). The hallmark of DCM is enlargement of one or both 3 ventricles with systolic dysfunction. This diagnosis contains a spectrum of primary 4 familial or secondary etiologies, such as infection, inflammatory or toxins affecting 5 the heart. In a contemporary cohort of 250 DCM patients using cardiac magnetic 6 resonance (CMR), Gulati et al. (2) showed that right ventricular ejection fraction 7 (RVEF) ≤45% was an independent predictor of transplant-free overall survival and 8 major heart failure events.
10
Right ventricular contraction is predominantly driven by longitudinal, followed by 11 radial shortening. In contrast to the LV, twisting and rotational movements do not 
106
by averaging the measurements of strain from the three segments of the RV free wall.
108
Images were sent to a well experienced echocardiography laboratory(12, 13) in 109 strain analysis for blinded analysis. Inter and intra-observer variability of STE 110 measurements were assessed by using all the cases. were contoured by a first and second observer separately and the cases were re-150 contoured again by the first observer more than 2 weeks after the initial contouring.
151
CMR TAPSE was performed on 4-chamber cine images by measuring the distance 
262
showed that CMR-TT FLS had better correlation and was a better tool for identifying 263 RVEF<45%. Interestingly, the paper which studied Co-TAPSE, showed superiority of 264 Co-TAPSE over CMR feature tracking RV GLS as well as CMR TAPSE(14).
265
However this study cannot be directly compared to ours for three reasons. Firstly, our 266 study set out to test whether these different RV parameters could identify an 267 RVEF≤45% whereas the study looking at Co-TAPSE was looking to determine if the 
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In keeping with RV physiology, the CMR-TT free wall radial strain showed lower 287 diagnostic accuracy in identifying RV systolic dysfunction than free wall longitudinal 288 strain but there was still moderate correlation with RVEF. RV radial strain is not a 289 parameter which is commonly assessed with STE(25) but our CMR-TT software 290 including those from different vendors has been able to assess this parameter(26).
291
This allows CMR-TT RV strain to potentially add further information on the RV 292 systolic function and RV longitudinal strain, which is not usually available on 293 echocardiography. However to the best of our knowledge, the evidence for the 294 usefulness of RV radial strain is currently lacking.
296
Whether the high diagnostic accuracy of CMR-TT identifying RVEF<45% seen in this 297 study can be recreated with other CMR strain analysis software should be 
338
and ours was their cine sequences produced 30 frames per R-R interval whilst ours 339 produced 25 frames per R-R interval. In one study, the temporal resolution was 340 stated to be 26-41msec which is similar or slightly worse than our study. 
